The figures in Table I (4) Since 1904, the first year in which the statistical returns differentiated pulmonary from other varieties of tuberculosis, there had been little variation in the admission rate for " other " tuberculosis, hence the decrease during the period 1904 to 1914 had been entirely in the admission rate for pulmonary tuberculosis, i.e., from 21 to 1P2 per 1000, a 40 per cent. decrease.
Such a steady and gratifying decrease as was evident du'ring the ten years to 1914 demanded an explanation and investigation into the factors at work. No doubt there had been steady improvement in the conditions of a soldier's life, such as better rationing, more rational methods of training, and more careful medical and hygienic supervision; but there had been no drastic and important change such as the improvement in accommodation that became effective in the eighties. It was obvious that tuberculosis in the army must bear close relation to, first, the incidence of the disease in the civil population and, secondly, recruiting. It was necessary therefore tb refer in some detail to these two factors.
With regard to the first, the tuberculosis rate in the civil population, the following points were demonstrated by tables and graphs:
(1) A steady decrease in the tuberculosis death-rate in Scotland and England during the period 1871 to 1921, from 373 and 354 to 122 and 113 per 100,000 respectively; pulmonary tuberculosis alone decreased from 261 and 269 to 84 and 88 per 100,000 respectively.
(2) During the twenty years 1901 to 1921, the decrease in the death-rate from pulmonary tuberculosis was 46 per cent. in Scotland and 32 per cent. in England.
(3) There was evidence of a set-back during the period of the war, less evident, however, in Scotland than in England. The death-rates for the male population reckoned in age periods indicated that it was in the young manhood period-in other words, in men of army age that the incidence of pulmonary tuberculosis was highest, and in the same period the incidence of ' other " tuberculosis was insignificant in comparison. So far as it was possible to make a comparison between the two sets of statistics, the one a death-rate and the other an admission rate, there was no doubt a marked improvement in both the civil population and the army, though perhaps the balance was in favour of the army up to 1914. Since 1914 the army admission rate had had a set-back but was showing signs of settling down to its pre-war level. It would become evident that this set-back was a war effect.
With regard to the second factor, recruiting, Colonel Kennedy showed that while there had been a steady decrease in the death-rate in the civil male population, the number of rejections for tuberculosis had not been decreasing, in fact the rejection rate had on the whole increased, and^from 1910 to 1913 had risen from 1 0 to 2W1 per 1,000 examined. 1909 1910 1911 1911-12 1912-13 (mean of 10 years ratios) Lung ...
In his (Col. Kennedy's) view, this indicated an increasing vigilance on the part of the recruiting medical officer and no doubt contributed to the steady fall in the, incidence of army tuberculosis, but at the same time it had to be pointed out that a large proportion of the increased rejections was due to " other " tuberculosis. Therefore up to 1914 the steady decrease in the incidence of tuberculosis in the army was seen to fall into line with the decrease amongst the males of the civil population, and increasing care on the part of the recruiting medical officers. After 1913, and passing on to 1920-21, when accurate statistics again became available, it was shown that the rejection rate for tuberculosis rose from an average of 1P5 to 4'6 per 1,000 examined, to fall again in three succeeding years to 3W3, 3'1 and 3'2 respectively.
Again the increase was due more particularly to " other" tuberculosis. Pulmonary tuberculosis, which accounted for P'0 per 1,000 rejections in 1911-12 and 1912-13, was responsible for a rejection rate in 1920-21 and the three following years of 1P7, 1P4 and 1P7 respectively.
This extraordinary increase in rejections for tuberculosis was an interesting feature of the statistics of recruiting, and was undoubtedly an after-effect of the war. It could be explained by the fact that since 1918 recruiting for the army had been passing through a difficult period. Rapid demobilization demanded immediate replacement of practically the whole army, and the physical standard of forthcoming recruits was undoubtedly of an inferior order. 1919-20 was a most difficult year, when 71,000 recruits were enlisted, and in normal circumstances many of these would have not passed the physical or medical examination. As it was, 321 per 1,000 examined were rejected for physical and medical disabilities. In 1920-21, 44,950 recruits were enlisted, and the physical and medical rejections rose to 489 per 1,000; 382 per 1,000 were rejected on medical grounds alone, and tuberculosis accounted for 4'64 per 1,000. This represented 12'1 rejections for tuberculosis for every 1,000 rejections for all medical causes. This was a high rate, and compared unfavourably with the pre-war period and with the years subsequent to 1921. The corresponding figure for 1903 to 1911-12 was 4'17 (average); for 1912-13, 9 9; for 1921-22, 8'14; for 1922-23, 7T52; and for 1923-24, 8-14 .
That the immediate post-war period was a bad one for recruiting was further emphasized by the figures for wastage (deaths and invaliding, excluding those due to injury). During the ten years before the war the wastage per 1,000 strength fell from 19'72 to 9 39, while in 1921 it rose to 26'69, but fell to 19'57 in 1922. The wastage for tuberculosis alone in the corresponding pre-war period fell from 1P97 tosl156; in 1921 it rose to 1P66; in 1922 was 1P52 and in 1923 1-48. From these figures, therefore, it would appear that the problem of recruiting after the war was one of real difficulty and was reflected in the general health of the army; and that so far as tuberculosis was concerned, it was the vigilance of the recruiting medical officer that prevented an undue increase in its incidence in the army.
Colonel Kennedy then gave an analysis of the case cards of 253 soldiers who had died from, or had been invalided with, pulmonary tuberculosis during 1923. 
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These figures showed that 53'6 per cent. of the cases occurred in men under five years' service and 50 per cent. in the age period 20-25. From this it would be deduced that it should be possible to eliminate a considerable proportion of tuberculosis in the army by still more careful recruiting, particularly in view of the fact that 14 per cent. occurred within the first two years of service, and 13 per cent. under the age of 20 years.
On the other hand, the percentage figures were misleading if they were not considered in relation to the strength in age and service groups. In the army of 1923, totalling 192,000 men, 157,000 were under five years' service, and 145,000 under 25 years of age.
Reference to the third column of Table IV showed that under five years' service the incidence of pulmonary tuberculosis was low-0'86, compared with the mean of 1'31 per 1,000 strength for the whole army. In the 5-10 year service period the ratio was high-4'40, and could be explained by the fact that men in this category were enlisted in 1914-1918the war period.
It was desired, however, to focus attention more particularly on the comparatively high ratio obtained in men of over ten years' service, 2'5 to 2'9 per 1,000, a ratio comparable with that in the age groups over 35. This would appear to possess significance. Whatever might be said about the relation of good or indifferent recruiting to the incidence of tuberculosis in 'men of under five years' service; tuberculosis in men of over ten years' service was a different problem, and for all practical purposes it might be postulated that men who had survived ten years' service had contracted infection since enlistment. Hence it must be granted that a tuberculosis rate in men over ten years' service, or over 35 years of age, must be a truer indication of the liability to tuberculosis in the army than was a ratio based on the total strength of the army, and provided a truer figure for comparison with the civil population.
It would be remembered that the average curve of the death-rate by ages in the male population rose abruptly up to 25 and 35 and then gradually subsided; whereas a similar curve plotted out for the army showed a gradual and steady rise to a maximum after 35 years of age.
Any attempt to compare the incidence of pulmonary tuberculosis in the army with that in the civil population could only be approximate. For every death only three to four cases in living people came to the knowledge of the health authorities, whereas it was proved experimentally, and generally recognized, that for every death in any given district there were nine to ten living cases. On this assumption, in the civil male population over 35 years of age showing a dcath-rate of 1F2 per thousand, 'we should expect to find a case incidence of 11 per 1,000. Therefore the liability to pulmonary tuberculosis in the army as compared with civil life was 1 in 4. Examination of statistics for previous years indicated that this ratio had been still more in favour of the army, and it would appear therefore that as time passed a closer approximation was to be anticipated.
The relation of civil tuberculosis to tuberculosis in the army was a subject that could be enlarged upon, and instances might be given of Continental conscript armies showing a much higher tuberculosis rate than that of our own army, and closely approximating to the civil rate.
II 1884 , 1901 to 1904 , and 1921 to 1924 . The 1921 to 1924 line is obtained from 231 cases of phthisis notified in those years, in the Plymouth Command, in a population of 23,000. The 1923 graph is from 198 cases of tuberculosis invalided from the whole navy in that year. The tuberculosis invaliding rate I take it to be a good index of phthisis rate.
The point to which I wish to draw attention is that forty and twenty years ago, the invaliding rate was higher at age period 25 to 35 than at 15 to 25, whereas now it is lowest at 25 to 35. Before attempting to try to explain this change, may I refer to the statistical work done by Brownlee and Collis. Brownlee from an analysis of Registrar-General's returns showed that there were three different groups of phthisis, an old-age group affecting miners and others, a middle-age for industrial districts, and a young adult type in agriculture and certain seaboard counties. Collis in his recent Harben Lectures has shown that in purely non-industrial countries the type is that of old age, the incidence increasing with wear and tear of life. Industrialism leads to an increased town population and depopulated agricultural districts, inability to produce sufficient fresh food for population, and importation of food. Food prices rise, the better paid-town people can buy, but the non-industrial population suffer from mnalnutrition. Industrialism shifts the wear and tear period to a maximum at an earlier age than in non-industrial life, and inalnutrition of adolescents results in young adult phthisis.
